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Integrated HRA Enrollment Form – City of Cincinnati Employees 

EMPLOYER INFORMATION 
 

Employer Name:  City of Cincinnati 
 

Please send completed enrollment forms and information to: 

City of Cincinnati Risk Management - 805 Central Avenue, Suite 100 - Cincinnati, OH  45202 
Fax: 513.352.3761 / Email: Phyliss.Ward@Cincinnati-oh.gov 

For Questions Call:  877-872-4232 or email CinciHRA@JandKcons.com 

I am enrolling in the Integrated HRA for:  _____ Single    _____Family 
                                                                                           

PARTICIPANT INFORMATION 
 

Employee Name: -------------------------------------------   

 

Birthdate: _________________ 

 

Hire Date: _______________ 

Social Security No: Employee ID No.: Gender:   M   F Date Eligible for HRA: 

Home Street Address: 

City: State: Zip Code: 

Home Phone: Work Phone: Cell Phone: 

Email Address:                                                                                                 Fire, Police or Union Affiliation:   

 

SPOUSE INFORMATION  
 

Spouse Name: -----------------------------------   

 

Birthdate: _________________ Gender:   M   F 

Social Security No: Spouse’s Employer: 

Spouse’s Pay Period for Health Premium Contribution:      Monthly             Semi-Monthly             Bi-Weekly                Weekly      
 

Spouse’s Health Premium Contribution Pay Period: ______________ ** INCLUDE DOCUMENTATION, I.E. PAYSTUB OR BENEFIT STATEMENT 

Are Spouse’s Health Premium Contribution / Deductions:       Before Taxes    (OR)         After Taxes 

  

* Contribution per pay period should include the cost for Medical only; Dental & Vision are not covered under this plan. 

If submitting a spousal paystub, please circle the contribution/deduction amount on the submitted paystub.  DO NOT BLACKOUT THE PAY PERIOD. 

** Send a copy of your spouse’s paystub that shows the NEW contribution/deduction amount for the effective date listed above. This amount should reflect 

the cost of adding you and/or any dependents to the spouse’s plan.  Please indicate if the medical deduction DOES NOT come out of every paycheck.  Some 

may be only once a month or the first two pays of each month. 

* If your spouse’s plan has a High Deductible with an HSA, Health Savings Account, you are not eligible to participate in the Integrated HRA, unless the 

spouse’s employer allows your spouse to drop the HSA portion of the plan.  If your primary health insurance coverage is through Medicare, Tricare, or 

any City of Cincinnati sponsored health plan you are not eligible for the Integrated HRA. 

***You must provide proof of dependent eligibility i.e. marriage certificate, birth certificate, etc.*** 

DEPENDENT INFORMATION:  (Attach a separate sheet if additional space is needed for additional dependents) 

Name: Date of Birth: Gender:     Male    Female 

Social Security No:  

Name: Date of Birth: Gender:    Male     Female 

Social Security No:  

Name: Date of Birth: Gender:     Male    Female 

Social Security No:  
 

PARTICIPANT AUTHORIZATION 
 

I hereby authorize the City of Cincinnati to enroll me into the employer sponsored Integrated HRA.  I agree to comply with the terms and conditions of the 

plan.  I understand that if the health premium contributions are deducted on an After-Tax Basis, this will result in all premium reimbursements being income 

tax free.  However, if the contributions are on a Pre-Tax Basis, the premium reimbursements will be fully taxable.  In either case, the deductible, co-pay and 

co-insurance reimbursements will remain tax free.  I further understand that if any current contributions are made to an HDHP/HSA,  I am not eligible to 

participate in the Integrated HRA offered through the City of Cincinnati.                                                                                                                       
 

Employee Signature:          Date:  

J&K Third Party Administrator 



 
ATTESTATION OF ENROLLMENT – CITY OF CINCINNATI EMPLOYEES 

IN A NON-CITY OF CINCINNATI EMPLOYER GROUP HEALTH PLAN 

 

Return form to: Risk Management, 805 Central Avenue, Suite 100 

 

Employee Name: ___________________________             Work Phone:     

 

City Employee ID:__________________________  Email:_________________________ 

 

 

This form applies to individuals who participate in the Integrated HRA and hereby waive 

enrollment in the City of Cincinnati Anthem 80/20 medical plan. 

 

To participate in this program, employees, spouses/equal partners, and dependents must provide proof of 

enrollment in a non-City of Cincinnati employer group health plan.  By signing below, I, a City 

Employee, certify that: 

 

 The City of Cincinnati has offered me a group health plan (the Anthem 80/20 plan) that provides 

“minimum value” within the meaning of section 36B(c)(2)(C)(ii) of the Internal Revenue Code 

(basically a plan rated “bronze” or better under the Patient Protection and Affordable Care Act of 

2010). 

 

 I am enrolled in a group health plan of another employer (such as my spouse/equal partner’s 

employer) that provides “minimum value” within the meaning of section 36B(c)(2)(C)(ii) of the 

Internal Revenue Code (basically, “bronze” or higher) and that does not consist solely of a health 

reimbursement arrangement (HRA) under the Internal Revenue Code (that is, a plan that 

reimburses health care expenses only up to a dollar limit). 

 

 I understand that by enrolling in this HRA, I am waiving participation in the City of Cincinnati 

Anthem 80/20 Plan. 

 

For confirmation that the other plan meets the IRS's definition of minimum value and does not consist 

solely of an HRA, please contact the benefits coordinator at the other employer 

 

 

_____________________________________   __________________ 

Employee Signature                  Date 

 

 

_____________________________________                                  __________________ 

Spouse’s Signature                                                                             Date 

 

HRA information contact: 

J & K CONSULTANTS, INC. 

2605 Nicholson Rd., Suite 1140 

Sewickley, PA  15143 

Toll Free Phone:  877-872-4232 

CinciHRA@JandKcons.com  

Toll Free Fax:  877-599-3724 

Coc.JandKcons.com  



 
Integrated HRA Claim Form – City of Cincinnati Employees 

 

EMPLOYER INFORMATION 
 

Employer Name:  City of Cincinnati 
 

 

SEND THIS FORM, COPIES OF RECEIPTS, EXPLANATION OF BENEFITS & ANY OTHER CLAIM DOCUMENTATION TO: 

   J&K Consultants, Inc.    Email: CinciHRA@JandKcons.com 

                             2605 Nicholson Road, Suite 1140                                (Phone):  877-872-4232 

   Sewickley, PA 15143         (Fax):      877-599-3724 
                                                                                           

 

PARTICIPANT INFORMATION 

Employee Name: Employee ID #: 

_________________ 

Date of Birth: 

 

PRESCRIPTION REIMBURSEMENT INFORMATION: 

Date: Name of Drug: Co-Pay Amount: 

Date: Name of Drug: Co-Pay Amount: 

Date: Name of Drug: Co-Pay Amount: 

Date: Name of Drug: Co-Pay Amount: 

Date: Name of Drug: Co-Pay Amount: 

Date: Name of Drug: Co-Pay Amount: 

Date: Name of Drug: Co-Pay Amount: 

Date: Name of Drug: Co-Pay Amount: 

PHYSICIAN OFFICE VISITS:   

Date of Visit: Co-Pay Amount: 

Date of Visit: Co-Pay Amount: 

Date of Visit: Co-Pay Amount: 

Date of Visit: Co-Pay Amount: 

EXPLANATION OF BENEFITS:  EOBs 

Date of Service: Amount Owed: 

Date of Service: Amount Owed: 

Date of Service: Amount Owed: 

Date of Service: Amount Owed: 
 

 
 

Please Note:  All medical claims must be submitted first through your Non-City sponsored group health plan.  An explanation of benefits (EOB) will be 

provided to you.  Only medical expenses approved by that plan will be reimbursed.  Therefore, a drug or medical expense that is not covered by your Non-

City sponsored group health plan will not be reimbursed.  Cancelled checks and/or credit card statements are NOT sufficient proof of your claim.  Failure 

to provide all information will cause a delay in reimbursement. 

 

EMPLOYEE STATEMENT: 
 

I hereby certify that the information contained on this Reimbursement Claim Form is to the best of my knowledge and belief true and correct and each item 

is eligible for reimbursement.  I understand that any expenses reimbursed are NOT tax deductible on my individual or joint federal tax return. 

I certify that the amounts above have not been reimbursed under any other health care plan or program, federal, state, or government 

program, worker’s compensation, or any other policy of health insurance, and that I will not seek reimbursement under any of the 

aforementioned plans, including another HRA or FSA account. 

 

 

Employee Signature:  _____________________________________________________ Date:_______________________ 
 

All claims incurred in 2017 must be received no later than March 31, 2018. 

J&K Third Party Administrator 



2017 City of Cincinnati Employee HRA Benefit 
 

 Review this Flow Chart to determine if you are eligible to enroll in the HRA 

I have access to an alternate 
(non-city sponsored) Group  

Health Plan 

Yes.   

Continue to see if you are 
eligible to enroll in the HRA 

I am currently enrolled in the 
City Sponsored Group Anthem 

80/20 Health Plan  

OR 

I am a New Employee 

 

Yes. 

I am eligible to enroll in he HRA 

 

* Only the employee and the 
dependents currently covered by the 
Anthem 80/20 Plan are eligible to be 

enrolled into the HRA 

 

I am NOT currently enrolled in the  
City Sponsored Group Anthem 80/20 

Health Plan for Single or Family 
Coverage 

No. 

I am not eligible to 
enroll in the HRA 

No. 

  I am not Eligible to enroll in the 
HRA and must remain or enroll in 
the City Sponsored Group Anthem 

80/20 Health Plan 

Note:  If at any point an employee loses access to their alternate group health plan - a  
Qualifying Event - they will be able to enroll in the City Anthem 80/20 Health Plan 

HRA:  Health Reimbursement Arrangement.  
Reimburses employees and dependents for 
eligible health care expenses and premium 
expenses incurred under non City sponsored 
group health coverage. 
 

Alternate Group Health Plan:  Means  any 
group  health coverage, (other than a 
medical plan sponsored by the City of 
Cincinnati) available to an Employee, such as  
through the Employee’s spouse/equal 
partner, another employer of the Employee, 
or group coverage available to the Employee  
from any other source including but not 
limited to eligible retiree benefit programs, 
other than  Medicare, Tricare or the City 
Retirement System.  
 

Health Care Expenses:  Deductibles, Co-Pays 
and Co-Insurance for eligible expenses 
incurred under the alternate group plan.   
 

Premiums:  Amount deducted from your 
spouse/equal partner's pay for the 
alternative group plan that is reimbursable in 
an amount that exceeds the cost of the 
premium that you would pay on the City’s  
plan.  If the cost of your alternate coverage  
increases  due  to dependent additions, you 
will receive a reimbursement.  If there  is no 
premium increase, you will not receive a 
reimbursement. 
 

Calendar Year Maximum:  The maximum 
amount that will be reimbursed for health 
care expenses and premiums are: 

             $5,000/Single 

             $10,000 /Family 

Helpful Definitions 

How Does the HRA Work? 

Enroll Incur File Get Reimbursed 

Enroll in the alternate Group 
Health Plan. 
 

Complete the City’s HRA 
Enrollment Form. 
 

Complete the City’s Attestation 
Form. 
 

Provide proof of  your alternate 
plan in order to receive  
premium reimbursements. 
 

Use HRA ID Card to pay out of 
pocket expenses at the point of 
service. 

 

Doctor’s visits 
 

Prescriptions 
 

Preventive 
Screenings 
 

Urgent care 
 

Treatments   
 

Procedures 
 

Surgeries 
 

ETC. 
 

 

Present your  alternate health 
plan Health Insurance ID Card.   
 

Next, present your HRA ID  
Card for Co-pays, Deductibles 
and Out of Pockets. 
 

Your Provider will first file 
claims  with your alternate 
Health Plan. 
 

After your provider has 
received  payment  for the 
claim filed, any eligible 
expense will then be filed by 
your provider and paid  by the  
HRA Plan. 

Most claims will be paid directly to the 
provider through use of the ID card. If  
YOU pay an out of pocket eligible 
expense, you can always submit a paper 
claim for reimbursement. (Some 
pharmacies such as Walgreens, CVS and  
Mail Order Facilities will not accept the 
HRA  ID Card  and will require you to file 
a paper claim.)You will get a check 
mailed to your home. 
 

Premium reimbursements will be issued 
to you through your City paycheck.  If 
your premium contributions are after 
tax, you will get a check mailed to your 
home.  

This plan is administered by J&K Consultants, 2605 Nicholson Rd., Suite 1140, Sewickley, PA 15143  
 877-872-4232 (Toll Free Office)  877-599-3724 (Toll Free Fax )     CinciHRA@JandKcons.com 

mailto:CinciHRA@JandKcons.com
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Health Insurance Waiver Form 
 
 
Please circle your union: 
 
AFSCME      BUILDING TRADE     CODE      FIRE       NON-REPRESENTED       POLICE 
 
Name ___________________________________ Employee ID# ________________________ 
 
SS# ___________________________ Department/Division ___________________________ 
 
Present coverage:    [ ] Anthem 
     [ ] Single 
     [ ] Family 
    [ ] HRA 
    [ ] Do not presently have insurance with the city  
     
I would like to waive:  [ ] Health Insurance  

[ ] Dental Insurance* 
         [ ] Vision Insurance*    Effective Date: ____________________ 
 
Reason for waiving coverage: 

Currently have insurance through 
   [ ] Spouse/Equal Partner’s employer 
   [ ] Another City employee 
   [ ] City of Cincinnati Retirement 

    [ ] Other  
 Insurance Carrier _______________________________________________________ 
 
 ID # _________________________ EP/Spouse’s SS# _____________________________ 
 
I hereby waive the insurance coverage, as indicated above, through the City of Cincinnati. 
 
I understand by waiving this coverage, I will not be able to re-enroll until the City of Cincinnati’s 
Open Enrollment or unless I have a qualifying event and lose my insurance coverage. 
 
Signature _________________________________________ Date _______________________ 
 
*FOP and AFSCME union employees need to contact their union regarding dental and vision benefits.  
 
*Management employees’ dental and vision benefits are 100% employer paid. 
 

    

Risk Use Only: 
Effective Date of 

Waiver 
 

_____________ 

























 



 



 



 



 



 



 



 



Following are important notices regarding your health benefits.  These notices are intended to 

make you aware of certain rights and obligations under the benefits plan.   

 

Women’s Health and Cancer Rights Act of 1998 (WHCRA) 

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under 

the Women’s Health and Cancer Rights Act of 1998 (WHCRA).  For an individual receiving 

mastectomy-related benefits, coverage will be provided in a manner determined by consultation 

with the attending physician and patient for: 

• All stages of reconstruction of the breast on which the mastectomy was performed 

• Surgery and reconstruction of the other breast to produce a symmetrical appearance 

• Prostheses 

• Treatment of physical complications of the mastectomy, including lymphedema in a 

manner determined in consultation with the attending physician and the patient 

 

Special Enrollment 

If you are declining enrollment for you or your dependents (including your spouse) because of 

other health insurance coverage, you may, in the future, be able to enroll you or your 

dependents in the plan, provided that your request enrollment within 30 days after your other 

coverage ends (COBRA or state continuation coverage ends, divorce, legal separation, death, 

termination of employment or reduction in hours worked; or because the employer contributions 

cease).   

  

In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for 

adoption, you may be able to enroll you and your dependents, provided you request enrollment 

within 30 days after the marriage, birth, adoption or placement for adoption. 

 

If you decline enrollment for yourself or for your dependents (including your spouse) while 

Medicaid coverage or coverage under a state children’s health insurance program is in effect, 

you may be able to enroll yourself and your dependents if you or your dependents lose eligibility 

for that other coverage.  However, you must request enrollment within 60 days after your or your 

dependents’ coverage ends under Medicaid or a state children’s health insurance program.   

 

If you or your dependents (including your spouse) become eligible for a state premium 

assistance subsidy from Medicaid or through a state children’s health insurance program with 

respect to coverage under this plan, you may be able to enroll yourself and your dependents in 

this plan.  However, you must request enrollment within 60 days after your or your dependents’ 

determination of eligibility for such assistance.  

 

If you have any questions, please contact Phyliss Ward at 513-352-2566. 



Michelle’s Law 

Michelle's Law prohibits the termination of health coverage if the child takes a medically necessary leave 

of absence from school or changes to part-time status. The leave of absence must:   

• Be medically necessary (and certified by a physician as medically necessary) 

• Commence while the child is suffering from a serious illness or injury 

• Cause the child to lose student status for the purposes of coverage under the plan (either from an 

absence from school or reducing his/her course load to part time) 

To take advantage of the extension, the child must be enrolled in the group health plan by being a 

student at a post-secondary educational institution immediately before the first day of the leave.  

Coverage must extend for one year after the first day of the leave (or, if earlier, the date coverage would 

otherwise terminate under the plan).  The student on leave is entitled to the same benefits as if they had 

not taken a leave.  If coverage changes during the student's leave, then this law applies in the same 

manner as the prior coverage. 

 

Notice of Grandfather Status 

The Anthem 80/20 plan is a “grandfathered health plan” under the Patient Protection and Affordable Care 

Act (the Affordable Care Act) for the following employee  divisions: Building Trades, Police (hired before 

9/8/16), and Fire (hired before 4/27/16). As permitted by the Affordable Care Act, a grandfathered health 

plan can preserve certain basic health coverage that was already in effect when that law was enacted.  

Being a grandfathered health plan means that your plan may not include certain consumer protections of 

the Affordable Care Act that apply to other plans, for example, the requirement for the provision of 

preventive health services without any cost sharing.  However, grandfathered health plans must comply 

with certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime 

limits on benefits.   

 

Questions regarding which protections apply and which protections do not apply to a grandfathered 

health plan and what might cause a plan to change from grandfathered health plan status can be 

directed to the plan administrator.  You may also contact the Employee Benefits Security Administration, 

U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.  This website has a 

table summarizing which protections do and do not apply to grandfathered health plans.  You may also 

contact the U.S. Department of Health and Human Services at www.healthreform.gov. 

http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
http://www.healthreform.gov/
http://www.healthreform.gov/
http://www.healthreform.gov/
http://www.healthreform.gov/
http://www.healthreform.gov/


Premium Assistance Under Medicaid and the  

Children’s Health Insurance Program (CHIP)  

  

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your 

employer, your state may have a premium assistance program that can help pay for coverage, using funds 

from their Medicaid or CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you 

won’t be eligible for these premium assistance programs but you may be able to buy individual insurance 

coverage through the Health Insurance Marketplace.  For more information, visit www.healthcare.gov.  

  

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, 

contact your State Medicaid or CHIP office to find out if premium assistance is available.   

  

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of 

your dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office 

or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your 

state if it has a program that might help you pay the premiums for an employer-sponsored plan.   

  

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible 

under your employer plan, your employer must allow you to enroll in your employer plan if you aren’t 

already enrolled.  This is called a “special enrollment” opportunity, and you must request coverage 

within 60 days of being determined eligible for premium assistance. If you have questions about 

enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-

444-EBSA (3272). 

 

If you live in one of the following states, you may be eligible for assistance paying your employer 

health plan premiums.  The following list of states is current as of July 31, 2016.  Contact your 

State for more information on eligibility – 

 

 

ALABAMA – Medicaid FLORIDA – Medicaid 
Website: http://myalhipp.com/ 

Phone: 1-855-692-5447 

Website: http://flmedicaidtplrecovery.com/hipp/ 

Phone: 1-877-357-3268 

ALASKA – Medicaid GEORGIA – Medicaid  
The AK Health Insurance Premium Payment Program 

Website:  http://myakhipp.com/  

Phone:  1-866-251-4861 

Email:  CustomerService@MyAKHIPP.com  

Medicaid Eligibility:  

http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 

Website: http://dch.georgia.gov/medicaid 

- Click on Health Insurance Premium Payment (HIPP) 

Phone: 404-656-4507 

ARKANSAS – Medicaid INDIANA – Medicaid  
 Website: http://myarhipp.com/ 

Phone: 1-855-MyARHIPP (855-692-7447) 

Healthy Indiana Plan for low-income adults 19-64 

Website: http://www.hip.in.gov 

Phone: 1-877-438-4479 

All other Medicaid 

Website: http://www.indianamedicaid.com 

Phone 1-800-403-0864 

COLORADO – Medicaid IOWA – Medicaid  
Medicaid Website: http://www.colorado.gov/hcpf 

Medicaid Customer Contact Center: 1-800-221-3943 

Website: http://www.dhs.state.ia.us/hipp/ 

Phone: 1-888-346-9562 

http://www.healthcare.gov/
http://www.healthcare.gov/
http://www.healthcare.gov/
http://www.healthcare.gov/
http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.insurekidsnow.gov/
http://www.insurekidsnow.gov/
http://www.insurekidsnow.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://www.askebsa.dol.gov/
http://www.askebsa.dol.gov/
http://www.askebsa.dol.gov/
http://www.askebsa.dol.gov/
http://www.askebsa.dol.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
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KANSAS – Medicaid NEVADA – Medicaid 
Website: http://www.kdheks.gov/hcf/ 

Phone: 1-785-296-3512 

Medicaid Website:  http://dwss.nv.gov/ 

Medicaid Phone:  1-800-992-0900 

KENTUCKY – Medicaid NEW HAMPSHIRE – Medicaid 
Website: http://chfs.ky.gov/dms/default.htm 

Phone: 1-800-635-2570 

Website: http://www.dhhs.nh.gov/oii/documents/hippapp.pdf 

Phone: 603-271-5218 

LOUISIANA – Medicaid NEW JERSEY – Medicaid and CHIP 
Website: 

http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 

Phone: 1-888-695-2447 

Medicaid Website:  

http://www.state.nj.us/humanservices/ 

dmahs/clients/medicaid/ 

Medicaid Phone: 609-631-2392 

CHIP Website: http://www.njfamilycare.org/index.html 

CHIP Phone: 1-800-701-0710 

MAINE – Medicaid NEW YORK – Medicaid 
Website: http://www.maine.gov/dhhs/ofi/public-

assistance/index.html 

Phone: 1-800-442-6003 

TTY: Maine relay 711 

Website: http://www.nyhealth.gov/health_care/medicaid/ 

Phone: 1-800-541-2831 

MASSACHUSETTS – Medicaid and CHIP NORTH CAROLINA – Medicaid 
Website: http://www.mass.gov/MassHealth 

Phone: 1-800-462-1120 

Website:  http://www.ncdhhs.gov/dma 

Phone:  919-855-4100 

MINNESOTA – Medicaid NORTH DAKOTA – Medicaid 
Website: http://mn.gov/dhs/ma/ 

Phone: 1-800-657-3739 

Website: 

http://www.nd.gov/dhs/services/medicalserv/medicaid/ 

Phone: 1-844-854-4825 

MISSOURI – Medicaid OKLAHOMA – Medicaid and CHIP 
Website: 

http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 

Phone: 573-751-2005 

Website: http://www.insureoklahoma.org 

Phone: 1-888-365-3742 

MONTANA – Medicaid OREGON – Medicaid 
Website: 

http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 

Phone: 1-800-694-3084 

Website: http://www.oregonhealthykids.gov 

               http://www.hijossaludablesoregon.gov 

Phone: 1-800-699-9075 

NEBRASKA – Medicaid PENNSYLVANIA – Medicaid 
Website:  

http://dhhs.ne.gov/Children_Family_Services/AccessNebras

ka/Pages/accessnebraska_index.aspx  

Phone: 1-855-632-7633 

Website: http://www.dhs.pa.gov/hipp 

Phone: 1-800-692-7462 

RHODE ISLAND – Medicaid VIRGINIA – Medicaid and CHIP 
Website: http://www.eohhs.ri.gov/ 

Phone: 401-462-5300 

Medicaid Website: 

http://www.coverva.org/programs_premium_assistance.cfm 

Medicaid Phone:  1-800-432-5924 

CHIP Website: 

http://www.coverva.org/programs_premium_assistance.cfm 

CHIP Phone: 1-855-242-8282 
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http://www.dhs.pa.gov/hipp
http://www.eohhs.ri.gov/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm


SOUTH CAROLINA – Medicaid WASHINGTON – Medicaid 
Website: http://www.scdhhs.gov 

Phone: 1-888-549-0820 

Website: 

http://www.hca.wa.gov/medicaid/premiumpymt/pages/i

ndex.aspx 

Phone:  1-800-562-3022 ext. 15473 

SOUTH DAKOTA – Medicaid WEST VIRGINIA – Medicaid 
Website: http://dss.sd.gov 

Phone: 1-888-828-0059 

Website:  

http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/

Pages/default.aspx 

Phone:  1-877-598-5820, HMS Third Party Liability 

TEXAS – Medicaid WISCONSIN – Medicaid and CHIP 

Website: http://gethipptexas.com/ 

Phone: 1-800-440-0493 

Website:  

https://www.dhs.wisconsin.gov/publications/p1/p1009

5.pdf 

Phone: 1-800-362-3002 

UTAH – Medicaid and CHIP WYOMING – Medicaid 
Website:  

Medicaid: http://health.utah.gov/medicaid 

CHIP: http://health.utah.gov/chip 

Phone: 1-877-543-7669 

Website: https://wyequalitycare.acs-inc.com/ 

Phone: 307-777-7531 

VERMONT - Medicaid 
Website: http://www.greenmountaincare.org/ 

Phone: 1-800-250-8427 

To see if any other states have added a premium assistance program since July 31, 2016, or for more 

information on special enrollment rights, contact either: 

  

U.S. Department of Labor    

Employee Benefits Security Administration 

www.dol.gov/ebsa 

1-866-444-EBSA (3272) 

 

U.S. Department of Health and Human Services  

Centers for Medicare & Medicaid Services 

www.cms.hhs.gov                                            

1-877-267-2323, Menu Option 4, Ext. 61565  

  

OMB Control Number 1210-0137 (expires 10/31/2016) 

 

http://www.scdhhs.gov/
http://www.hca.wa.gov/medicaid/premiumpymt/pages/index.aspx
http://www.hca.wa.gov/medicaid/premiumpymt/pages/index.aspx
http://dss.sd.gov/
http://www.dhhr.wv.gov/bms/Medicaid Expansion/Pages/default.aspx
http://www.dhhr.wv.gov/bms/Medicaid Expansion/Pages/default.aspx
http://gethipptexas.com/
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://health.utah.gov/medicaid
http://health.utah.gov/chip
https://wyequalitycare.acs-inc.com/
https://wyequalitycare.acs-inc.com/
https://wyequalitycare.acs-inc.com/
http://www.greenmountaincare.org/
http://www.dol.gov/ebsa
http://www.cms.hhs.gov/


October 3, 2016  
 

Re:  Continuation Coverage Rights Under COBRA 

 

Dear Employee: 

 

You’re getting this notice because you recently gained coverage under the City’s group health plan (the Plan).  This notice has important 

information about your right to COBRA continuation coverage, which is a temporary extension of coverage under the Plan.  This notice 

explains COBRA continuation coverage, when it may become available to you and your family, and what you need to do to protect your 

right to get it.  When you become eligible for COBRA, you may also become eligible for other coverage options that may cost less than 

COBRA continuation coverage. 

 

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985 

(COBRA).  COBRA continuation coverage can become available to you and other members of your family when group health coverage 

would otherwise end.  For more information about your rights and obligations under the Plan and under federal law, you should review the 

Plan’s Summary Plan Description or contact the Plan Administrator.   

 

You may have other options available to you when you lose group health coverage.  For example, you may be eligible to buy an individual 

plan through the Health Insurance Marketplace.  By enrolling in coverage through the Marketplace, you may qualify for lower costs on 

your monthly premiums and lower out-of-pocket costs.  Additionally, you may qualify for a 30-day special enrollment period for another 

group health plan for which you are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.   

 

What is COBRA continuation coverage?  
 

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event.  This is 

also called a “qualifying event.”  Specific qualifying events are listed later in this notice.  After a qualifying event, COBRA 

continuation coverage must be offered to each person who is a “qualified beneficiary.”  You, your spouse, and your dependent 

children could become qualified beneficiaries if coverage under the Plan is lost because of the qualifying event.  Under the Plan, 

qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation coverage.  If you’re an 

employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the following qualifying 

events: 

• Your hours of employment are reduced, or 

• Your employment ends for any reason other than your gross misconduct. 
 

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of 

the following qualifying events: 

• Your spouse dies; 

• Your spouse’s hours of employment are reduced; 

• Your spouse’s employment ends for any reason other than his or her gross misconduct;  

• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or 

• You become divorced or legally separated from your spouse. 
 

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the following 

qualifying events: 

• The parent-employee dies; 

• The parent-employee’s hours of employment are reduced; 

• The parent-employee’s employment ends for any reason other than his or her gross misconduct; 

• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both); 

• The parents become divorced or legally separated; or 

• The child stops being eligible for coverage under the Plan as a “dependent child.” 

 

When is COBRA continuation coverage available? 

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified 

that a qualifying event has occurred.  The employer must notify the Plan Administrator of the following qualifying events: 

• The end of employment or reduction of hours of employment;  

• Death of the employee; or  

• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both). 
 

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing eligibility for 

coverage as a dependent child), the employee or a family member has a legal obligation to notify the  City of Cincinnati or the Plan 

Administrator within 60 days after the qualifying event occurs.  You must provide this notice to: Anthem Benefits Administration 

1-866-800-2272 or cobraservices@benefitadminsolutions.com. 



How is COBRA continuation coverage provided? 
 

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered to each of 

the qualified beneficiaries.  Each qualified beneficiary will have an independent right to elect COBRA continuation coverage.  Covered 

employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on 

behalf of their children.   
 

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to employment termination 

or reduction of hours of work. Certain qualifying events, or a second qualifying event during the initial period of coverage, may permit a 

beneficiary to receive a maximum of 36 months of coverage. 
 

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:   

 

Disability extension of 18-month period of COBRA continuation coverage 
 

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you notify the Plan 

Administrator in a timely fashion, you and your entire family may be entitled to get up to an additional 11 months of COBRA continuation 

coverage, for a maximum of 29 months.  The disability would have to have started at some time before the 60th day of COBRA 

continuation coverage and must last at least until the end of the 18-month period of COBRA continuation coverage. This 11-month 

extension is available to all individuals who are qualified beneficiaries due to a termination or reduction in hours of employment.  To 

benefit from this extension, a qualified beneficiary must notify the Plan Administrator of that determination within 60 days and before the 

end of the original 18-month period.  The affected individual must also notify the Plan Administrator within 30 days of any final 

determination that the individual is no longer disabled. 
 

Second qualifying event extension of 18-month period of continuation coverage 
 

If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the spouse and dependent 

children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum of 36 months, if the Plan is 

properly notified about the second qualifying event.  This extension may be available to the spouse and any dependent children getting 

COBRA continuation coverage if the employee or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or 

both); gets divorced or legally separated; or if the dependent child stops being eligible under the Plan as a dependent child.  This extension 

is only available if the second qualifying event would have caused the spouse or dependent child to lose coverage under the Plan had the 

first qualifying event not occurred. 
 

Are there other coverage options besides COBRA Continuation Coverage? 

 

Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family through the 

Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s plan) through what is called a 

“special enrollment period.”   Some of these options may cost less than COBRA continuation coverage.   You can learn more about many 

of these options at www.healthcare.gov. 
 

If you have questions 

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts identified 

below.  For more information about your rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the 

Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact the nearest Regional or District Office of 

the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa.  (Addresses 

and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.)  For more information about the 

Marketplace, visit www.HealthCare.gov.   
 

Keep your Plan informed of address changes 
 

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family members.  You should also 

keep a copy, for your records, of any notices you send to the Plan Administrator. 
 

Plan contact information 
 

If you have any questions about COBRA, please contact Phyliss Ward at (513)352-2566. Also, if you have a change in family status 

(marriage, divorce, birth, death etc.) please complete a Health Insurance Form and forward it to City of Cincinnati Risk Management, 805 

Central Avenue, Suite 100, Cincinnati, Ohio 45202 within 31 days of the change. 
 

Very truly yours, 

 

Deborah Allison 

Risk Manager 




















